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LETTERS TO THE EDITOR
Thoracic  epidural anesthesia in a geriatric and  saturations  were  89--96%.  Approximately  15  min  after
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Geriatr. 2012;15:439--44.patient  with cardiac risk: a case report
Dear  Editor,
With increasing  life  quality,  older  population  increase  fastly.
Cardiac  and  respiratory  disorders  and  autonomic  dysfunc-
tion seem  to  occur  more  frequently  in  older  people.1
Unfortunately  this  circumstance  limits  choosing  anesthetic
methods for  these  patients.  Epidural  anesthesia  or  anal-
gesia can  decrease  the  potential  complications  due  to
general anesthesia  such  as  prolonged  ventilation,  myocar-
dial depression  and  prolonged  ileus.2 Fifth  cot  resection
was planned  to  a  83  years  old  man  with  168  cm  height
and 68  kg  weight  due  to  the  chest  wall  hydatic  cysts.  His
past medical  history  revealed  that  he  had  high  degree
heart insufﬁciency,  epilepsy,  dyspnea  and  a  pacemaker
for ﬁve  years.  He  had  cholecystectomy  and  inguinal  her-
nia repair  surgeries  done  20  years  and  10  years  ago
respectively. He  was  oriented,  cooperative  and  hemo-
dynamically stable.  Physical  examination  revealed  basal
rales and  rhonchi.  The  ejection  fraction  was  assessed
as 33%  by  echocardiography.  He  was  evaluated  as  ASA
III.
Cardiac treatment  was  given  him  according  to  cardi-
ologist suggestion  preoperatively  and  epidural  anesthesia
was planned  for  surgery.  No  premedication  was  given
before arrival  to  the  operating  room.  After  routine
monitoring, peripheral  intravenous  access  was  provided
and preloading  of  isotonic  solution  was  given.  Epidural
catheter was  inserted  between  T4  and  T5  intervertebral
spaces with  a  loss  of  resistance  method  at  sitting  posi-
tion. The  catheter  tip  was  set  forward  to  3  cm  cephale
and the  test  dosage  of  3  mL  2%  Lidocain  was  applied.
Then, 7 mL  5%  levobupivacaine  and  50  mcg  fentanyl  were
added. Ten  minutes  later  from  the  application  of  epidural
anesthesia adequate  sensorial  blockage  level  was  pro-
vided between  T3  and  T8  spaces.  Surgical  procedure
was performed  with  standard  technique  at  lateral  decu-
bitus position.  4  lt/min  oxygen  was  given  with  a  face
mask. During  surgery,  his  blood  pressures  were  between
154/94 and  97/54  mmHg,  heart  rates  were  65--108  min−1
3
0104-0014 © 2013 Sociedade Brasileira de Anestesiologia. Published by Epidural anesthesia,  his  blood  pressure  was  recorded
s 76/45  mmHg;  therefore  5  mg  Efedrin  was  applied
ntravenously.
Simultaneously evaluated  sensorial  blockage  level  was
4. Patient  has  no  additional  sedation  and  analgesia  require-
ents during  the  surgery  which  lasted  45  min.  He  had  no
espiratory distress  intra-  and  post-operatively.  For  epidu-
al analgesia  3  mL  5%  bupivacaine  +  50  mcg  fentanyl  mixture
as applied  through  the  epidural  catheter  three  hours  after
urgery. Epidural  catheter  was  drawn  24  h  later.  The  patient
as discharged  with  stable  vital  signs  four  day  after  surgery.
igh thoracic  anesthesia  (T1--T5)  decreases  sempatic  tone;
owever dysrhythmia  risk  is  reduced  by  blockading  car-
iac accelerator  ﬁbers  during  cardiac  surgery.3 Niimi  et  al.
eported that  high  thoracic  epidural  anesthesia  decreased
ardiac output  but  did  not  affect  left  ventricular  ejec-
ion fraction  and  diastolic  ﬁlling  function.4 Rodgers  et  al.
eported that  perioperative  cardiac  complications  were  less
n patients  undergoing  surgical  operations  with  regional
nesthesia.5
We  applied  successful  high  thoracic  epidural  anesthesia
o our  high-risk  patient  with  arrhythmia  and  low  ejection
raction undergoing  cot  resection.
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an positioning alter the success of
ndotracheal  intubation in obese?
ear  Editor,
e read  with  great  interest  your  article  ‘‘Use  of  Simple
linical Predictors  on  Preoperative  Diagnosis  of  Difﬁ-
ult Endotracheal  Intubation  in  Obese  Patients’’  in  which
ou have  shown  a  signiﬁcant  correlation  of  Obstructive
leep apnea  (OSA)  and  difﬁcult  intubation  (DI)  in  obese
atients.1
.  The  position  of  the  patient  during  laryngoscopy  is  an
important  factor  determining  the  success  of  endotra-
cheal intubation.  In  the  present  study,  the  authors
have  not  speciﬁed  the  position  of  the  obese  patients
while  attempting  laryngoscopy  and  endotracheal  intu-
bation.  The  use  of  ramped  position  has  shown  to
improve the  laryngoscopic  view  and  intubation  suc-
cess  rate  in  comparison  to  the  standard  snifﬁng
position in  obese  patients.2 Neligan  et  al.  in  their
study  showed  that  OSA  does  not  form  a  risk  pre-
dictor for  DI  in  morbidly  obese  patients  in  ramped
position.3
.  Contrary  to  the  statement  by  the  authors  we  feel,
that the  risk  factors  for  difﬁcult  mask  ventilation  and
DI  are  quite  different.  Modiﬁed  Mallampatti,  neck  cir-
cumference,  thyromental  distance  and  restricted  jaw
mobility  form  risk  factors  for  difﬁcult  intubation  in  obese
patients.4 While  increased  body  mask  index  (BMI)  and
history  of  OSA  has  been  shown  to  have  correlation  with
difﬁcult  mask  ventilation.5
Therefore  we  feel  that  a  mention  of  the  positioning  for
endotracheal tube  is  an  important  aspect  of  this  study,  which
can affect  the  results  of  the  study.
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alatoplasty in a patient with Seckel
yndrome:  an anesthetic challenge
ear  Editor,
eckel  syndrome  ﬁrst  described  in  1960,1 is  an  autosomal
dence  is  less  than  1  in  10,000  live  births  with  25%  chances
of recurrence  in  subsequent  siblings.3 Nearly  60  cases  have
been reported  till  date  with  very  few  cases  having  being
administered general  anesthesia  (GA).  We  report  the  ﬁrst
successful palatoplasty  done  under  GA  in  a  child  with  Seckel
syndrome.ecessive disorder  found  in  consanguineous  marriages2 char-
cterized  by  severe  IUGR,  postnatal  growth  retardation,
ental retardation,  beak  like  face  and  retrognathia.  Its  inci-
s
rAn eight-year-old  male  child  with  wide  cleft  palate  pre-
ented with  complaints  of  poor  feeding,  repeated  upper
espiratory infections  and  inability  to  verbalize  clearly.
